Aim: This study described demographic, clinical, psychological and health-related quality of life (HRQOL) characteristics in women surgically intervened for breast cancer, and the present study was conducted to examine the association between these characteristics. Method: Uruguayan women (N = 116) diagnosed and surgically intervened for breast cancer were assessed on demographic, clinical and psychological indicators and HRQOL, by self-report questionnaires (i.e., BDI-II, PSS, Brief-COPE, and SF-36). Study was conducted adopting a non-experimental, cross-sectional methodology. After studying associations between variables assessed, hierarchical regression analyses were performed to identify HRQOL predictors. Results: HRQOL Physical Health Component (SF-36) was predicted by perceived stress and depression, above and beyond demographic and clinical factors. And HRQOL Mental Health Component (SF-36) was predicted by education, time elapsed since diagnosis of breast cancer, time hospitalized during the past year, perceived stress and depression. Conclusion: Results suggest that psychological variables may have a significant role for HRQOL prediction, and need to be taken into account along with demographic and clinical markers in order to explain HRQOL outcomes in women with breast cancer.
of depressive symptomatology (e.g., Giedzinska, Meyerowitz, Ganz, & Rowland, 2004; Golden-Kreutz & Andersen, 2004; Ritterband & Spielberger, 2001; So et al. (2010) ; Valle et al., 2006; Yen et al., 2006) than women with breast cancer. Time elapsed since diagnosis shall predict increased levels of HRQOL (Holland, 2002) . Increased levels of depressive symptomatology shall predict lower levels of HRQOL (e.g., Deshields, Tibbs, Fan, & Taylor, 2006; So et al., 2010; Yen et al., 2006) , and be associated with more recent diagnosis (Holland, 2002) .
Coping strategies and perceived stress -The use of problem solving focused coping strategies shall be associated with better adjustment (Carver et al., 1993) . Avoidant coping styles shall be associated with increased levels of distress (Culver et al., 2002; Pieterse et al., 2007) , and lower levels of Mental HRQOL (Kershaw et al., 2004) . Higher levels of distress shall predict lower levels of HRQOL (Perry, Kowalski, & Chang, 2007) .
More severe levels of depressive symptomatology (Costanzo et al., 2007; Reddick, Nanda, Campbell, Ryman, & Gaston-Johansson, 2006; Wong-Kim & Bloom, 2005; Yen et al., 2006) , and increased levels of distress (Gilbar, 2005; Stanton, Danoff-Burg, & Huggins, 2002) shall be found among younger women when compared to older peers.
Methods

Participants
A total of 116 Uruguayan women diagnosed and surgically intervened for breast cancer in different stages (I -IV) according to clinical criteria (National Cancer Institute, 2009) , were recruited for the present study, after their postsurgical visit at the outpatient department on either public or private health care centres. Hospitals participating in this study were selected on a convenience basis. Participants were eligible if they met the following criteria: (i) having been diagnosed at least one month prior to assessment; (ii) having been surgically intervened for breast cancer; (iii) voluntarily agreeing to participate; (iv) having an educational level that enabled questionnaire's comprehension and administration; (v) participants should be attending outpatient consultation at a national health care centre; (vi) no previous neoplasic diagnosis.
Exclusion criteria (which were rarely invoked) were as follows: (i) psychoactive medication consumption; (ii) mental or cognitive disorder that may interfere with the administration; (iii) having been diagnosed with a severe or impairing disease besides cancer.
Variables and Instruments
All instruments were pretested for language comprehension and regional Spanish.
HRQOL was assessed by the SF-36 version 2.0 Health Questionnaire (Ware, 2000; Ware & Sherbourne, 1992) Spanish version for Uruguay (http://www.iqola.org/). Higher scores represent a better HRQOL. It is composed by eight domains measuring different HRQOL dimensions: a) physical functioning (PF, α = 0.92), b) physical role (PR, α = 0.94), c) bodily pain (BP, α = 0.87), d) general health (GH, α = 0.81), e) vitality (VT, α = 0.75), f) social functioning (SF, α = 0.62), g) emotional role (ER, α = 0.83), and h) mental health (MH, α = 0.91). The latter are grouped into physical (PHC, α = 0.93) and mental (MHC, α = 0.90) health components.
21-items self-report inventory that assesses cognitive, affective, and vegetative depressive symptomatology (Cronbach's α = .90).
Coping styles and strategies were assessed by the Brief COPE (Carver, 1997), Spanish version (Perczek, Carver, Price, & Pozo-Kaderman, 2000) . Higher scores indicate greater use of coping styles and strategies. It is a 24-items self-report coping scale that evaluates 12 coping strategies. Brief COPE-Spanish version comprises the following subscales: a) self-distraction (α = 0.58), b) active coping (α = 0.84), c) denial (α = 0.52), d) substance use (α = 0.83), e) use of emotional support (α = 0.84), f) behavioural disengagement (α = 0.66), g) venting of emotions (α = 0.57), h) positive reframing (α = 0.76), i) planning (α = 0.65), j) humour (α = 0.80), k) acceptance (α = 0.70), l) religion (α = 0.90).
Perceived Stress was assessed by the Perceived Stress Scale (PSS; Cohen, Kamarck, & Mermelstein, 1983) , Spanish version (Remor, 2006) . Higher scores indicate higher levels of perceived stress. PSS was designed to measure the extent to which daily life situations are appraised as stressful. This 14-items self-report instrument evaluates perceived stress during the month prior to assessment (Cronbach's α = .86).
Demographic and clinical features (survey designed for this study) included information regarding: time elapsed since breast cancer diagnosis, clinical status, therapies received to treat breast cancer, previous neoplasic diagnosis, diagnosis with a severe disease besides cancer, time hospitalized during the year prior to data collection, family history of cancer, breast cancer stage, mental health disorder, time elapsed since mental health psychological or psychiatric treatment, age, place of residence, marital status, people participants cohabited with, sons/daughters, occupation, employment status, education, religious beliefs (comprises a question on whether the participant is or isn't a believer, and the religion she adheres to, if affirmative).
Procedures
The study used a cross-sectional design. The study protocol was submitted and approved by the Ethics and Bioethics Review Boards of the University (Universidad Católica del Uruguay/UCU) and Clinical Oncology Departments at the following local Health Centers: 'Instituto Nacional del Cáncer (INCA) ', 'Hospital Británico', and 'Hos- pital Evangélico' before the study began.
After the health centre's approval, recruitment of participants into the study began with a brief description of the project by a member of the medical staff, or one of the research team members/assistants. Once prospective participants were identified, researchers used the snowball sampling technique to identify additional participants.
In all cases, the research team members made it clear to women that their participation in this project was strictly voluntary and that their participation in the current study, or refusal to participate, would not affect their ability to receive any present or future services to which they would otherwise be entitled. All participants were recruited with non-probability sampling techniques. Women with breast cancer were recruited from the outpatient area of the Clinical Oncology Units, once the clinical records had been checked for eligibility. A small percentage of participants were recruited from breast cancer patients support groups and non-governmental organizations. Researchers explained the study´s most relevant aspects, and obtained participant's informed consent before data collection. In order to evaluate these criteria, investigators administered a demographic and clinical form, especially designed for this purpose. Information was gathered by these means, as well as by double-checking data on patient's clinical records. Questionnaire administration process took 30 to 45 minutes per participant, and data were collected between May and November, 2010. 
Results
Characteristics of the Women with Breast Cancer Assessed by the Study
One hundred sixteen women with breast cancer in Uruguay have been assessed by the present study. Mean age of women assessed was 50.8 (SD 9.4) years, and 47.4% of participants had achieved at least elementary school.
Mean time elapsed (years) since breast cancer diagnosis was 4.5 (24.2% less than a year since diagnosis; 34.5% between 1 and 5 years since diagnosis; and 26% more than 5 years diagnosis). The majority lived in the capital city of the country (50%), and were married or living with a partner (58.7%), 55.2% was currently employed.
Additional sample characteristics are summarized on Table 1 . a full remission status. Modified radical mastectomy without reconstruction was the surgical procedure undergone by the majority of women, who had also received chemotherapy, radiation therapy, or both adjuvant treatments.
Association Between Study Variables in the Sample of Women With Breast Cancer
Significant associations were found among various demographic, medical, health-related, and psychological variables for the current sample (see details in Table 2 ).
Results showed that higher educational level was associated with better mental health. Lower levels of depression and perceived stress were associated to higher HRQOL (both PHC and MHC). Women reporting good physical health also presented good mental health. The longer ago mental health treatment had taken place, the better scores in MHC were found. Depression and stress levels were both associated. Problem focused coping and emotion focused coping styles were positively associated. More cycles of radiation treatment were associated to older and less educated participants. Women who had been diagnosed more recently reported having been more frequently hospitalized during the year prior to data collection, and had initiated treatment with a mental health professional in recent past. Younger and more educated participants self-reported the use of emotion focused coping style more often than older, less educated women. Younger women were also to whom more doses of both treatments (radio and chemotherapy) were prescribed, and who had received more doses of chemotherapy, when compared to older participants. 
HRQOL (SF-36) Results demonstrated that when the first block of variables (demographic controls) was entered, only education 
Discussion
The present study reports original and interesting findings related to Uruguayan women who have been surgically the PHC beyond of demographic, clinical and contextual features for the current sample. Moreover, coping styles were not predictors of the PHC of perceived quality of life. Data reported here support results from prior studies presented in a previous literature review (Chopra & Kamal, 2012) , and provide original evidence of the impact of psychological variables on Uruguayan women's HRQOL.
Regarding the mental health component of HRQOL, our results demonstrate that education level, time elapsed since diagnosis of breast cancer, and time of hospitalization during the past year, along with perceived stress and depression levels predicted the mental health component of quality of life. These results also corroborate previous findings (e.g., Deshields et al., 2006; Shapiro et al., 2001; So et al., 2010; Yen et al., 2006) . However, a couple of clinical indicators that might be expected to matter e.g., type of surgery and adjuvant treatments -did not show association with HRQOL on our regression models. It is revealing, on the other hand, that among demographic variables, only education level played a role in prediction of HRQOL outcomes. Again, coping styles were not shown as predictors of the mental health component of perceived quality of life. This was an unexpected result, as problem-focused and emotional coping styles were both correlated with HRQOL in previous studies (see review by Reich & Remor, 2011) . Previous literature on coping styles and breast cancer (Chopra & Kamal, 2012) , consistently criticized the use of cross-sectional designs (e.g., Berger, 1986; Rajulton, 2001 ) to evaluate the effectiveness of specific coping strategies under the assumption that coping is a dynamic process. Bearing in mind that the effectiveness of specific coping strategies is thought to be dependent on various personal and situational variables, prospective process-oriented approaches over time are recommended in order to be able to identify coping efforts and perceived health outcomes (Fontes de Gracia, García-Gallego, Garriga-Trillo, Pérez-Llantada, & Sarría, 2001 ). So, considering that our study was cross-sectional, the lack of prediction related to coping may be related to our study design limitation. However, the above mentioned psychological variables, as well as the time elapsed since breast cancer diagnosis, time of hospitalization -the only clinical aspects yielded as predictors -, and educational attainment are relevant for these women's well-being and adjustment.
Similarly, the predictive role of the time elapsed since diagnosis on HRQOL outcomes reported on here suggests that the impact of breast cancer and its treatments on HRQOL occurs especially during or shortly after diagnosis, improving as time goes by. Time elapsed since breast cancer diagnosis, less frequent recent hospitalizations, and formal education completed, were significantly associated with enhanced levels of HRQOL and mental health, suggesting that early psychological support might be suitable and most needed, and that lower educational attainment and recent hospitalizations have emerged as risk factors and should be, therefore, addressed. Beneficial effects of the passage of time with regard to breast cancer and its treatment's impact on well-being were suggested by scores observed on mental-related QOL, levels of depression and perceived stress symptoms. Similar results have been reported by previous studies (e.g., Bulotienë, Ostapenko, & Vesëliûnas, 2006; Culver et al., 2002; King, Kenny, Shiell, Hall, & Boyages, 2000; Osowiecki & Compas, 1999; Roussi, Krikeli, Hatzidimitriou, & Koutri, 2007; Yen et al., 2006) .
On the other hand, some limitations on this study should be noted, in order to better understand the results shown.
The sample studied here was a non-representative piece of volunteer women with breast cancer. Study participants may be biased toward women with the time and interest to complete our measures, who felt relatively well, and were more educated than those who were not reached by our assessment. Thus, the sample is comprised by exclusively Caucasian and relatively well educated women, resulting in a null minority representation, and results may not therefore be generalized to women with different features. In addition, convenience sampling drawn from women related to breast cancer support and advocacy groups may lead to systematic overestimation or underestimation of the long-term impact of breast cancer and its treatments on HRQOL and well-being, given the fact that these women's participation may be related to their survivorship experience. These limitations should be kept in mind in interpreting the present findings.
Furthermore, these results also have methodological limitations. As the data reported here are cross-sectional, there is no way to determine causal relationships among variables, or even draw any inference regarding directionality of influence. Thus, we were able to determine a set of variables that covariate with HRQOL at the time of data collection, but it was not possible to determine causal ordering.
Beyond these limitations, the results presented here are relevant and came from the first study to examine the relationships between demographic, psychological variables, and their possible association with HRQOL in Uruguayan women who have been surgically intervened for breast cancer.
In conclusion, our results supported the idea that HRQOL of the women with breast cancer improves as time since diagnosis, surgery and adjuvant treatments go by. Psychological variables were yielded as important predictors of HRQOL outcomes. This influence should receive further attention. Although the literature indicates there is discrepancy in the relationships between the studied variables, it seems clear that psychological well-being and the way a woman copes with the disease and its treatments can affect adjustment and HRQOL in breast cancer survivors.
In summary, this study indicates that women with breast cancer that are experiencing stress and depressionrelated or not to their illness condition -may be affected by quality of life impairment, beyond and independent of receiving a proper medical treatment.
We claim these variables need to be taken into account when studying or developing strategies to improve HRQOL, as they are susceptible to be addressed by emotional-regulation management training. Early detection and empowerment through individual or group-based tailored psychoeducational programs that specifically target this population´s mental health and psychosocial need to be promoted.
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